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ABSTRACT: We present a rare case of endometrio-
sis of the cervix. Transvaginal sonography showed a
35-mm cyst in the cervix with diffuse, low-level inter-
nal echoes. Transvaginal sonography-guided aspira-
tion with a 17-gauge needle was performed, yielding
a very thick chocolate-colored fluid. Cytological
examination of the fluid revealed the presence of en-
dometrial cells. Symptoms resolved after aspiration
and no recurrence has developed. VC 2010 Wiley
Periodicals, Inc. J Clin Ultrasound 00:000–000, 2010;
Published online in Wiley InterScience (www.
interscience.wiley.com). DOI: 10.1002/jcu.20677
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Endometriosis is characterized by the pres-ence of endometrial tissue (including glands
and stroma) outside the uterus. It is a common
condition occurring in 6 to 10% of the general
female population.1 Extrapelvic disease occurs in
12% of patients with endometriosis and endome-
triosis of the uterine cervix is estimated at 0.1–
2.4% of all endometriotic localizations.2 This rare
localization may be totally asymptomatic or asso-
ciated with nonspecific findings like postcoital or
intermenstrual bleeding.2
In this article, we present a rare case of large
cervical endometrioma diagnosed by transvagi-
nal ultrasound (TVUS) and treated by TVUS-
guided drainage. Pathogenesis, differential diag-
nosis, and management options of cervical endo-
metriomas are also discussed.
CASE REPORT
A 33-year-old Caucasian woman complained of
dyspareunia and postcoital bleeding for a dura-
tion of 8 months. She had a history of infertility
and irregular periods. A cervical smear performed
1 year previously was normal. The gynecological
examination provoked pain and revealed amass of
approximately 3 cm in diameter, arising from the
cervix. The vagina appeared normal. The cervix
was deformed by a mass covered with intact mu-
cosa but showed a normal ostium and no evidence
of superficial lesions. TVUS was performed using
an Aloka 1700 scanner and an endovaginal trans-
ducer of 6.5 MHz (Aloka, Tokyo, Japan). TVUS
showed a normal uterine body and ovaries, while
the posterior lip of the cervix contained a 35-mm
round-shaped cyst with homogeneous internal
low-level echoes, without papillary proliferations
or internal septa, and with a clear demarcation
from the adjacent normal cervical tissue (Figure 1).
On color Doppler examination, neither intracystic
nor peripheral flow was observed. The sonographic
appearance was consistent with an endome-
trioma.3
TVUS-guided transvaginal needle aspiration
with a 17-gauge, 35-cm-long needle (Cook,
Spencer, IN) yielded a thick, chocolate-like fluid.
Neither analgesic drugs nor prophylactic antibi-
otics were administered during or before the
procedure.
Complete drainage was achieved through con-
tinuous flushing and re-aspiration using a 60 ml
syringe containing 10 ml of a 5% glucose solution.
Aspiration continued until the cyst had com-
pletely collapsed and a total of 7 mLwas collected.
Cytological examination of the aspirated fluid
revealed the presence of endometrial cells.
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Case Report
On follow-up examinations performed 3, 9, and
12 months later, the patient reported the resolu-
tion of dyspareunia and postcoital bleeding and
both gynecological examination and TVUS
showed a normal cervix.
DISCUSSION
Endometriosis is one of the most common benign
gynecological disorders in women of reproductive
age. Its etiology still remains unknown.
Sampson’s menstrual reflux and implantation
theory is widely accepted and explains the ana-
tomic distribution of endometriosis.4 Although
the ovary is the most commonly involved site
(80% of cases), other sites such as the cul-de-sac
and uterosacral ligaments are frequently
affected.5 Other theories were proposed to
explain pathogenesis of endometriotic lesions in
less common sites like cervix, pleura, lungs,
brain, and eyes.
Cervical endometriosis may be asymptomatic
or associated with postcoital or intermenstrual
bleeding. A higher occurrence of cervical endome-
triosis has been observed in women with a his-
tory of cervical trauma associated with surgical
procedures (eg, curettage, biopsy, cautery, or
laser treatments).6
Our patient had no history of cervical trauma
from either childbirth or pelvic surgery.
Cervical endometriosis occurs in 2 forms: su-
perficial and deep. The 1st involves the superfi-
cial cervical stroma immediately subjacent to the
epithelium, or occasionally the mucosa. It may
appear as a bluish-red or bluish-black lesion, or
more often as a microscopic finding associated
with abnormal cervical smears.7 The deep form is
localized in the outer 3rd of the cervical wall and
is usually associated with the involvement of the
rectovaginal septum or serosal surface of the
supravaginal portion of the cervix.8
Colposcopy and directed cervical biopsy can
provide an accurate diagnosis of superficial cervi-
cal endometriosis. We believe that in case of an
abnormal cervical morphology, the TVUS exami-
nation has become necessary to suspect ‘‘endome-
trioma’’ of the cervix. On sonography a cervical
endometrioma typically appears as a well-defined
nodule or cyst limited to the cervix with low-level
internal echoes related to the thick fluid.3 The
differential diagnoses include Nabothian cysts,
fibromas, abscesses, cervical pregnancies, cervi-
cal or endometrial cancer, granulomas, and
embryological rests.
On sonographic examination, Nabothian cysts
are seen as anechoic structures that are clustered
in the midline. They can be solitary or multiple
and of various sizes.9 When containing internal
debris, they may mimic cervical endometrioma.
Very limited literature is available to allow a dif-
ferential diagnosis of these 2 conditions due to
the rarity of cervical endometrioma. Mucinous
retention cysts, containing blood, should produce
a heterogeneous pattern different from the
homogeneous ‘‘ground-glass’’ typical of endome-
triomas.
Expectant management would be appropriate
for asymptomatic patients and perimenopausal
patients. However, large, deep, cervical cysts that
cause symptoms affecting the quality of life
should be managed alternatively. The classic
strategies of diagnosis and management involve
colposcopy and excision. Successful treatment of
cervical endometriosis with superficial electro-
cauterization has been reported; however, this
technique is also associated with a high rate of
recurrence. There are few reports on the results
of more recent treatment modalities, such as cry-
otherapy or laser treatment.10,11
Aspiration of the cyst was performed in our
case, resulting in the prompt resolution of symp-
toms through a minimally invasive procedure
that caused no further damage to the cervix. No
recurrence was observed during the 12 months of
follow-up.
Long-term efficacy of aspiration of endome-
trioma is still being debated. Recurrence rate of
ovarian endometrioma after aspiration ranges
from 10 to 83.3%.12 There are no data about
recurrence rate of cervical endometrioma after
aspiration.
Advantages of aspiration of cervical endome-
trioma include the following: the prompt resolu-
tion of pain; no need for surgical treatment with
FIGURE 1. Sagittal TVUS scan of the uterine cervix shows a round
homogeneous hypoechoic cystic mass (calipers) with low-level inter-
nal echoes, without papillary proliferations or internal septa, and
with a clear demarcation from the adjacent normal cervical tissue.
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anesthesia; no need for operation room; no scar of
the cervix that can result in infertility.
Our case of deep cervical endometriosis is
notable because it involves a large cervical cyst
over 3 cm in diameter; most of the cases in the
literature involved small, flat, fragile, superficial
lesions located on the fibrovascular stroma of the
ectocervix. When cervical endometriosis presents
as a mass, it can be misdiagnosed and lead to
overtreatment. To our knowledge, only 5 cases
similar to ours have been reported.13–17
It is important for both gynecologists and
oncologists to be aware that endometriosis may
present as a cervical endometrioma.
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